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Since the advent of laryngeal surgery, practitioners have 
recognised the need for the rehabilitation of the two essen-
tial functions of the laryngeal system: swallowing, which 
for obvious reasons is necessary for survival; and speech, 
our main means of communication and, consequently, es-
sential for interpersonal relationships. Although the first 
true laryngectomy, performed by Billroth, is convention-
ally thought to have been conducted in 1873 1 phonatory 
rehabilitation techniques were described for the first time 
in the early 1900s 1 and involved the use of aids such as the 
artificial larynx devised by gussenbauer and Caselli 1 and 
those involving nasal or oral tubes (used by gluck, Caselli 
and Tapia 1): by suitably arranging the upper resonators and 
appropriately  deviating  the  flow  of  exhaled  air,  patients 
who had undergone total laryngectomy were able to pro-
duce an articulated, yet audible voice 1. in the early decades 
of the 20th Century, in addition to rehabilitation techniques 
involving  implanted  aids,  speech  therapy  rehabilitation 
techniques aimed at producing a belched voice were de-
vised and later developed. The first attempts at combined 
surgical-implant rehabilitation were made by delavan (in 
1924) 1 and Briani (in 1952) 1. like their predecessors, these 
Authors used implants, this time integrating them with the 
patient’s tissues in surgical procedures 1.
At the same time, to overcome the significant functional 
consequences of laryngectomy, important progress was 
made in laryngeal surgery techniques by primarily Eu-
ropean Authors starting in the 1950s, with the introduc-
conoscenza dell’anatomo-fisiologia della laringe operata. Nel lavoro che segue partiremo analizzando quelle che sono le basi anatomo-
fisiologiche in maniera multifattoriale, ponendo attenzione al fondamento anatomo-fisiologico di tale chirurgia rappresentato dall’Unità 
Crico-Aritenoidea; di questa struttura si può fornire una definizione “classica” ed una definizione “attualizzata”. Si evince come il favore-
vole esito funzionale dopo chirurgia funzionale oncologica della laringe derivi dal rispetto di tutti i fattori che consentono dignità anatomo 
funzionale ad un neo-laringe “a minima”.
riabilitazione logopedia: A seguire analizzaremo il percorso riabilitativo logopedico, i cui scopi sono l’attivazione del meccanismo deglutitorio, 
la mobilizzazione aritenoidea e l’attivazione della vibrazione della mucosa aritenoidea. Analizzeremo quindi i vari steps dell’iter riabilitativo 
logopedico che inizia al momento della diagnosi, prosegue durante il ricovero e si protrae dopo la dimissione dal reparto ospedaliero.
riabilitazione chirurgica: Altro capitolo fondamentale riguarda la riabilitazione chirurgica. Per molto tempo infatti l’alternativa agli 
interventi funzionali con conservazione del piano glottico o sopraglottico (cordectomia più o meno allargata, laringectomia orizzontale 
sopraglottica) è stata la laringectomia totale perché non si riteneva possibile una funzione sfinterica sostitutiva. In alcuni casi, per il 
protrarsi della difficoltà deglutitoria con calo ponderale progressivo e per il verificarsi di ripetuti episodi di aspirazione con complicanze 
broncopneumoniche, il ricorso alla PEG può costituire una misura provvisoria per consentire un prolungamento dell’iter riabilitativo; se 
la situazione funzionale non migliora consentendo una alimentazione adeguata e senza rischi la laringectomia totale è spesso la soluzione 
che viene prospettata al paziente. Alcuni Autori fin dalla fine degli anni ’80 hanno proposto metodiche chirurgiche finalizzate a migliorare 
la competenza neoglottica e di conseguenza le funzioni (deglutizione e voce) correlate con la capacità sfinterica della laringe. Questa 
chirurgia di riabilitazione funzionale sta trovando una sistematizzazione dopo iniziali esperienze basate esclusivamente su tecniche di 
laringoplastica iniettiva alla luce di valutazioni più approfondite delle varie cause del fallimento deglutitorio. Parallelamente ai tentativi 
di soluzione delle insufficienze neoglottiche si è sviluppata una fonochirurgia finalizzata al miglioramento della competenza glottica dopo 
cordectomia per migliorare la qualità vocale ed eliminare la fonastenia che costituisce talvolta l’handicap maggiore per questi pazienti.
Protocollo di valutazione funzionale e casistica: Appare pertanto evidente la necessità di valutare l’impatto che la chirurgia comporta 
in termini di disfagia, e qualora sia possibile la necessità di quantificarla, anche in relazione alla qualità della vita del paziente. Una 
corretta deglutizione è infatti il risultato di una precisa coordinazione di molteplici strutture del distretto testa-collo. Pertanto analizzeremo 
in dettaglio, correlandolo ai dati della nostra casistica, il protocollo di valutazione funzionale che si articola nell’analisi delle funzioni 
fondamentali dell’organo faringo-laringeo, ossia la valutazione della funzionalità deglutitoria, fonatoria e respiratoria, che insieme 
concorreranno a influenzare la qualità della vita del paziente in esame.
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tion of the vertical partial laryngectomy and supraglottic 
laryngectomy  1-4.  Whereas  most  modern  laryngologists 
have abandoned the vertical technique on account of its 
high post-operative stenosis rates and subsequent frequent 
impossibility of decannulation, horizontal supraglottic la-
ryngectomy, on the other hand, has become part of daily 
practice in the head and neck surgery field and as it spares 
the glottis, it poses far less important issues with regards 
to rehabilitation, the true focus of this round Table.
in the early 1970s, italian Authors, particularly Staffieri and 
Serafini, established further milestones in conservative laryn-
geal surgery 1. The technique introduced by Staffieri involved 
the creation of a phonatory neoglottis during total laryngecto-
my procedures: this brought significant benefits for patients, 
making it possible to obtain a perfectly audible voice simply 
by closing the tracheostomy stoma during expiration to allow 
the air to vibrate the surgically-furnished valve between the 
trachea and the neo-hypopharynx. in 1970, Serafini 1, on the 
other hand, presented the results of a laryngectomy with tra-
cheohyoidopexy reconstruction: which, together with may-
er’s experience (1959) 2, was the first attempt at avoiding a 
permanent tracheostomy in subtotal laryngectomy subjects. 
Although Staffieri’s laryngectomy technique frequently gave 
unsatisfactory results with belched voice production and Ser-
afini’s technique was characterised by a high post-operative 
pulmonary aspiration rate, these procedures, nevertheless, 
represented attempts that stimulated later surgeons to im-
prove their methods and led us to the results we have today. 
undoubtedly, Serafini can be credited with having believed 
in the potential of subtotal surgery, encouraging many laryn-
gologists in italy and worldwide to adopt the technique. A 
number of changes were later introduced to Serafini’s origi-
nal procedure: the tracheohyoidopexy technique thus evolved 
and, as experience developed, increasingly precise oncologi-
cal indications were classified and, once the main aim of de-
cannulation was achieved, increasingly safe and encourag-
ing results were obtained in cancer patients. indeed, in 1971, 
Alaimo, labayle and Bismuth 3 published their reports on the 
cricohyoidopexy technique, and, in 1974, Piquet, desaulty 
and decroix published the results of their experience with a 
cricohyoidoepiglottopexy procedure 4. despite involving the 
removal of most of the laryngeal structures, preserving just 
the cricoid and at least one of the arytenoids, these proce-
dures were a success from both an oncological and a func-
tional standpoint. These Authors observed that the swallow-
ing competence of the neoglottis was guaranteed even with 
just one arytenoid that by “bowing” towards the epiglottis or 
base of the tongue was able to adequately protect the respi-
ratory tract. The same mobility of the residual arytenoid or 
arytenoids made it possible to obtain “compensation” voices 
perfectly adequate for normal interpersonal relationships, by 
allowing the arytenoid mucosa to vibrate against the residual 
epiglottis or base of the tongue.
Subtotal laryngectomy procedures remained substantially 
unchanged from the 1970s, until rizzotto et al. (2006) 5 
reviewed the tracheohyoidopexy and tracheohyoido-ep-
iglottopexy techniques. By observing the importance of 
the functional cricoarytenoid unit (unlike Authors such as 
Serafini and mayer who previously used similar techniques 
but overlooked this aspect), these Authors performed subto-
tal laryngectomies even in unilateral hypoglottic tumours: 
the tracheohyoidopexies described in the paper by rizzotto 
et al. involved the removal of significant portions of cricoid 
on the tumour side, but preserved at least one arytenoid unit, 
the portion of cricoid below, the superior laryngeal nerve, 
lateral internal branch (plus, the recurrent laryngeal nerve), 
and by performing the reconstruction directly between the 
trachea and hyoid bone (with or without the residual epi-
glottis): in their paper, they reported functional results com-
parable with conventional subtotal procedures.
Those who work in the laryngeal surgery field constantly 
have to manage the deglutition and phonatory rehabili-
tation of laryngectomised patients, fully aware of all the 
medical,  nutritional,  psychological,  organisational  and 
even economical issues that face both patients and medi-
cal practitioners. it goes without saying that the greater 
the efforts to spare the larynx, the more diffuse conser-
vational laryngeal surgery techniques and the more im-
portant the vocal and deglutition rehabilitation techniques 
become. The purpose of this round Table is, therefore, to 
focus attention on the issues of post-laryngectomy speech 
and swallowing rehabilitation, in the light of contempo-
rary surgical techniques, which primarily aim to spare the 
organ and respect function and quality of life.
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